Sacrum is an extremely rare site for osteoid osteoma. We present a 25 year-old male, a computer operator who presented with chronic back pain of 4 years duration. He was initially investigated with routine x-rays and lab investigations and was treated for chronic back pain at another facility. Extensive work up at our clinic revealed a diagnosis of Osteoid Osteoma of Right 2 nd Sacral vertebral arch Interlesional resection of the tumor was done and this was verified on histopathology. The patient had complete relief of pain following surgery. Repeat CT scan done at one year follow up. It showed complete removal of the Nidus. To the best of our knowledge there have not been many case reports in English Literature from the Indian subcontinent. There are many studies in which tumor of lumbar region is one of the causes of radiating pain in lower extremities but to the best of our knowledge this finding is unique and can also be an important cause of radicular pain. Narshiman et al.; JAMMR, 30(9): 1-6, 2019; Article no.JAMMR.51972 2
INTRODUCTION
Jaffe was the first to designate a benign condition of the bone characterized by the formation of a nidus of vascularized osteoid tissue with sclerosis of surrounding bone (Jaffe-1) and is usually seen in lower extremity in young adults. Further elaboration of this entity was done by Bregsternd [1] . Despite the small size it can cause considerable pain which is aggravated at night time and classically responds to Non steroidal anti inflammatory drugs (NSAIDS)/salicylates). On quite a few occasions symptomatology predates x-ray appearance [2] .
The incidence of osteoid osteoma in vertebrae is about 0-20% with average of about 10% [1] . Our patient had a history of chronic back pain more at night associated with radiating pain to his right lower limb mimicking Disc prolapse for which he was treated elsewhere with medication and physiotherapy for two years and had no relief. MRI of the lumbosacral spine done at our institution was suggestive of infection and a CT scan osteoid osteoma which was again confirmed on final histopathology. Our case highlights the importance of the fact that one should go for better imaging modalities when patient is not responding to conventional treatment.
CASE REPORT
A 25 year-old male a computer operator was admitted with chronic back pain and radiating pain to his right lower limb and going till the foot (where posterior or anterior, specify) and had been waxing and waning for 4 years. Pain was worse at night and better with medications. He had been treated elsewhere or the above mentioned symptoms with working diagnosis of chronic lumbosacral strain/possible disc prolapse. Enlarged x-rays revealed possible destruction in sacrum (Figs. 1 and 2). MRI done few months ago was suggestive of infection (only report available-no images)-tuberculosis although is sputum analysis and blood work was negative. His physical examination of the revealed he had point tenderness over the right side of the Sacrum and over the right Sacroiliac joint. Straight leg raising test was negative, Hip examination was normal. Spinal movements Under general anesthesia, patient was positioned in knee chest position. Mid line skin incision was made over the sacrum measuring about 8 cms. The paraspinal muscles were striped. Second sacral arch was identified under image guidance. A flake of bone got dislodged from the site of the lesion while stripping the paraspinal muscles over the S2 sacral lamina on the right side and on deroofing the lesion, a brownish red tissue was seen surrounded by sclerosed bone. The lesion over the S2vertebral lamina on the right side was removed by Interlesional excision. The under lying nerve root was also exposed and was found to be free. The specimen was sent for histopathology which confirmed the diagnosis of osteoid osteoma. Wound lavage was given and the skin was closed in layers. Patient had complete relief of pain following surgery. The radiating pain had also completely subsided. He had no night pain thereafter and had complete resolution of symptoms. Skin staples were removed on the 12 post-operative day. Repeat CT-scan of the Sacrum done at 6 months ( Fig. 5 ) showed complete removal of the lesion.
DISCUSSION
Osteoid Osteoma is a benign osteoblastic tumor that has been coined by Jaffe and elaborated by Bergstrand [4, 1] . The usual size of Osteoid Osteoma about 1.5-2 cm and characterized by an osteoid-rich nidus in a highly loose, vascular connective tissue. The nidus is well-demarcated and may contain a variable amount of calcification and is rich in nerve fibers and high concentration of prostaglandins [2] . Surrounding the nidus is a zone of sclerotic but otherwise normal bone.
Fig. 1. X-ray of pelvis with sacrum with no definite pathology (mark the lesion with arrow) [3]

Fig. 2. Enlarged view of x-ray showing possible destruction (mark the lesion with arrow)
Fig. 3. Arrow shows nidus and sclerosis
Fig. 4. Arrow shows sclerosis of the sacrum
Fig. 5. Post-op CT-scan showing laminectomy defect and complete absence of the nidus and the surrounding sclerotic bone[3]
Osteoid osteoma is seen in spinal locations in 7-20 percent of cases and is predominantly seen in cervical and lumbar regions lumbar [2] [3] [4] [5] [6] [7] [8] [9] [10] [11] . The usual clinical manifestation is pain in affected part although painless variants have been reported [11] . The age of presentation is usually 10-30 years [7]. Our patient had a similar presentation.
The tumor characteristically spares the vertebral body and has a predilection for the posterior elements, most commonly affecting the cancellous lamina, spinous process, and pedicle [5, 6] . The same authors also reported that this predilection is seen in 75% of cases, with 33% involving the lamina, 20% involving the articular facets, and 15% involving the pedicles. Lumbar spine location predominates in 60% of the cases and sacrum is involved in only 2 percent of cases.
Osteoid Osteoma of Sacrum can be a great mimicker and symptomatology can be confused with infection/ disc prolapse. This finding was demonstrated in our case as patient suffered for 4 years. Even a sensitive investigation like MRI did not lead to a diagnosis which was definite.
Combined with normal blood work, it was a diagnostic dilemma .No bone scan was done in our case because of cost constraints. The only classical feature was response to salicylates. The characteristic radiology was picked up on CT scan and revealed a radiolucent nidus surrounded by sclerosis. Ct scan has been shown superior to MRI because it is unaffected by calcification [12] . We also had similar observations.
Since 1990 trend has been towards CT guided excision of the tumor /radiofrequency ablation of the lesion and these have resulted in good outcomes [13] [14] [15] [16] [17] [18] . It is of immense benefit in inaccessible locations. However incomplete resections and recurrence rate remains high with the minimally invasive techniques [15] . We did not have the option of minimally invasive techniques and hence went in for open excision. Patient was doing well at 1 year follow up.
CONCLUSION
To summarize young adults with unresponsive spinal pain should undergo fine cut Ct scan to rule out rare etiologies like osteoid osteoma. Open excision still remains a viable option if more technology savvy options are not available.
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